Group

Mgg !gaéreiﬁﬁ ue Rx MEDICARE PRESCRIPTION DRUG PLAN
e S P GROUP ENROLLMENT FORM
INSTRUCTIONS: Please complete A through D of this form. Sign and date where mdrcated Please read each statement in sectlons E&F.

-A. Personal Information (please print clearly) : L i
Group Name Group Number

North Dakota Public Employees Retirement System (NDPERS) 012000
MedicareBlue Rx Option E
Last Name First Name Middle Initial
: [CIMr [ IMrs. [ ] Ms,
Birth Date: (umoovyyy) | [ Male Sacial Security # (optional): | Work Phone #: Home Phone #:
(.t .. _) [ ]Female ( } ( )
Permanent Residence Address:
Street: City: State: ZIP Code:

Mailing Address (only if different from your Permanent Residence Address):
ZIP Code:

Street' W City

';F:rst Neme Last Name:
- Medicare Claim (ID) No. (include alpha characters)
Is entifled to:  Effective Date amppyyyyy (/1 ) Fffective Date mm-ooyvwwy{__ /[ _}

HOSPITAL (Part A) MEDICAL (Part B}

Some individuals may have other drug coverage lnciudmg other prrvate insurance, TRICARE, Federal employee health benefits coverage,
VA benefits or State pharmaceutical assistance programs.

1. Will you have other prescription drug coverage in addition to Group MedicareBiue Rx? [1Yes [ INo

If ‘yes”, please fist your other coverage and your identification (iD) number(s) for this coverage:

Company Name(s) of other coverage:
[D number(s) for this coverage: _

Group(s) number for this coverage: __ Hffective date of other group Rx coverage: pvDoywyw\) (/[ )

2. Are you a resident in a long-term care facility, such as a nursing home? [ ] Yes [ No '

If “yes” please provide the Name of the Institution:
Address (number, street, city and state) and phone number of Institution:

I understand that my signature™ on this application means that | have read and understand the confents of this application including the
information on the back of this form. The information on this enroliment form is comrect fo the best of my knowledge. | understand that if |
| intentionally provide false information on this form, [ will be disenrolled from the plan.

Applicant or Guardian™ Signature _ Date
Guardian Name (Print) Telephone No.
*Or that of a person authorized to act on behalf of the individual under the laws of the State where the individual resides. If signed by
another individual, the signature cerfifies that the person is authorized under State law to complete this enroliment and that documentation of
this authority is available upon request by Group MedicareBlue Rx or by Medicare.

[ ] Check if Applicant received assistance in completing this form. The person who assisted Applicant must sign below.
Signature : Date Retatronsh rp to Apphcant

Agent Name (Print) \ / \ / Agent Number Agency Number
Agent Signature ~ , Tafephone Number
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" STOP - Please Read This Important Information =

If you are a member of a Medicare Advantage Plan (ike an HMO or PPO), you may already have a prescription drug benefit from your
Medicare Advantage plan that will meet your needs. By joining Group MedicareBlue Rx, your membership in your Medicare Advantage plan
may end. This will affect both your doctor and hospital coverage as well as your prescription drug benefits. Read the information that your
Medicare Advantage plan sends you and if you have questions, contact your Medicare Advantage plan. :

F. Enroliment Authorization: ‘ _ R T T T T o e
Please read carefully. Sign'the front page after reading all statements in this section. Keep the copy marked “applicant” for your
records.

1. Tunderstand Group MedicareBlue Rx is a Medicare Prescription Drug Plan with a Medicare contract, Group MedicareBiue Rx
coverage is provided by only one of the following plans, Wellmark Blue Cross and Blue Shigld of lowa,* Blue Cross and Blue Shield of
Minnesota,* Blue Cross and Biue Shield of Montana,* Biue Cross and Blue Shield of Nebraska,* Blue Cross Blue Shield of North
Dakota,* Wellmark Blue Cross and Blue Shield of South Dakota,” and Blue Cross Blue Shield of Wyoming *

2. lunderstand Group MedicareBlue Rx is a Medicare prescription drug plan and is in addition to my coverage under Medicare; therefore, |
will need to keep my Medicare coverage. !tis my responsibility to inform Group MedicareBlue Rx of any prescription drug coverage that
I have or may get in the future. | can only be in one Medicare prescription drug plan at a ime. Enroliment in the plan is generally for the
entire year. _ _

3. lunderstand | may disenroll from Group MedicareBlue Rx only at certain imes of the year, or under certain special circumstances, by
sending a request to Group MedicareBlue Rx or by calling 1-800-MEDICARE (1-800-633-4227). TTY/TDD users should call
1-877-486-2048. :

4. lunderstand some group plans are fimited fo a specific service area. Any move out of this area may affect eligibility. | understand { must
check with my group health plan. ' ,

5. lunderstand once | am a member of Group MedicareBlue Rx, | have the right fo appeal Group MedicareBlue Rx decisions about
payment or services if | disagree. | will read the Evidence of Coverage document from Group MedicareBlue Rx when | receive it to know
the rules | must follow in order to receive coverage with this Medicare drug plan. | understand that Group MedicareBlue Rx will send me
final approval of my enroliment in the plan.

6. lunderstand that | should not disenrolt from any Medicare supplement plan, or Medigap or Medicare Select plan until | get that approval
from Group MedicareBlue Rx.

7. {understand by joining this Medicare Prescription drug plan, | acknowledge that Group MedicareBlue Rx will release my information fo

 Medicare and other plans as is necessary for freatment, payment and health care operations. _

8. lunderstand that if | obtain prescriptions outiside the Group MedicareBlue Rx network, | will be subject to out-of-network copayments or
coinsurances. :

9. lunderstand that if [ am working with an agent who is either employed by or confracted with the independent Blue Cross and Blue

~ Shield plans offering Group Medlicare Blue Rx the person may be compensated based on my enroliment plan.

*Independent licensees of the Blue Cross and Biue Shield Association.

Distribution:  White Copy: Carrier
Yellow Copy: Applicant
Pink Copy: Broker
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